lower third of the forearm and the wrist. The scalp, trunk and face remained free. There was no itching, but slight sensation of burning in the parts affected. Scrapings from the scaly patches had been examined for fungus, with a negative result. The man appeared otherwise well. The extreme persistence of the lesions, which seemed unaffected by ordinary local treatment, their symmetry, and the relative absence of subjective symptoms, bring the cases into line with Brocq's group, cited above. The redness of the patches differentiated the case from Crocker's " Xantho-erythrodermia perstans."
DISCUSSION.
Dr. ARTHUR WHITFIELD said that in a private case with an appearance of this kind he had found a very large amount of oxaluria periodically (there was no stone), and he wondered whether that was associated at all with the condition. There was an entire absence of pain in this instance. He thought it probable that the case was not a local parasitic affection, but something of the nature of an intoxication. He had frequently examined the scales from such cases and had been unable to demonstrate any parasites.
Dr. J. M. H. MAcLEOD said that he considered that the case belonged to the parapsoriasis group and was similar to that described by Brocq as "Erythrodermie pityriasique en plaques dissemin6es," and that it was not the same affection as described by the late Dr. Radcliffe-Crocker under the heading of "Xantho-erythrodermia perstans."
Dr. S. ERNEST DORE said that he had seen one such case, which had cleared up under X-ray treatment. Dr. ALFRED EDDOWES said that he saw no striking difference between this -condition and that of parakeratosis variegata. He had seen cases of the latter in which some parts of the rash looked extremely like this.
Chronic Raynaud's Symptoms, probably on a Syphilitic Basis, associated with Li-%edo reticulata; Remarks on Livedo reticulata (Livedo annularis, Livedo figurata, or Cutis marmorata).
By F. PARKES WEBER, M.D.
THE patient, E. P., is a married woman, aged 54, of medium height and weight, who has been subject to Raynaud's symptonms (of the local asphyxia type) during cold weather, chiefly in the left foot and left hand, for the last fourteen years. On one or two occasions very slight gangrene occurred at the tips of some of the toes of left foot. The last bad attack was about eight years ago. The hands have always been less affected than the feet. Cold always increases the symptoms, but she cannot stand exposure to artificial heat either. In explaining the way in which artificial heat affects her, she describes occasional spontaneous attacks of heat and flushing, rising up towards the head, and accompanied by sweating, the face and ears becoming red. She has been subject to these flushings since the age of 40, but they became more troublesome after the menopause, which occurred at the age of 49. Warming herself in front of a fire tends to bring on the " flushings," which are often followed by a slight feeling of coldness. No history of haematuria. She has had right-sided otorrhea from chronic middle-ear disease more or less continuously since infancy. At the age of 19 she was laid up for six months with a severe attack of rheumatic fever, accompanied by heart trouble. She had been an out-patient at the Western Ophthalmic Hospital for eye trouble, and I am much indebted to Dr. Rayner Batten, under whose care she was, for information about her. Her sight began to fail in December, 1909. Dr. Batten says that in 1910 he found the right eye myopic, whilst the left eye showed numerous retinal hmmorrhages and irregular beading of retinal vessels. After December, 1909, the patient became subject to recurrent attacks of temporaryamblyopia, or even complete amaurosis, chiefly in the left eye, lasting only a few minutes, and sometimes accompanied by a little pain at the back of the eye. She has not had any ocular attacks of this kind recently, but they continued until about six months ago, at which time she almost completely lost the sight of her left eye.
There is no history of syphilis, but she says she has had ni'ne miscarriages, the last when she was aged about 39. She has had no living children.
Present condition: The hands are very red and tend to become cyanosed, but not nearly so much so as the toes, which almost always look bluish, especially the fourth toe of the left foot, from the tip of which one can still see that there has been slight loss of substance. The blotchy mottling of the skin or " livedo reticulata" (" livedo annularis," "livedo figurata," or '" cutis marmorata ") is very distinct over the whole of the patient's back, but is more striking over the extensor surfaces of the upper extremities (see fig. 1 ), especially on the upper arms near the elbows, and on the forearms near the wrists. In the lower extremities it is well mnarked on the front of the thighs near the knees (see fig. 2 ), and on the front of the trunk it is most noticeable about the waist. The mottling can be made to disappear temporarily by rubbing the skin when in a warm room. It becomes very much less marked in warm sumimer weather. The superficial cutaneous hyperaenia which follows venous constriction in the upper extrenmities (as in the process of ascertaining the brachial blood-pressure) is much greater than in ordinary persons. The white mark left by digital pressure on the mottled skin does not disappear in the extremely rapid way described by Ehrmann as character-
istic for his cases of livedo of syphilitic origin.' There is no factitious urticaria to be elicited.
Examination of the patient's heart shows that the apex beat is in the fifth intercostal space, in the nipple line; the impulse is very forcible; the first sound at the apex is loud and " thumping," and preceded by a typical presystolic murmur of mitral obstruction. The lungs and abdominal viscera show nothing abnormal to ordinary examination. The liver and spleen are not enlarged. -There is no fever. Pulse, 80 to 88 per minute; respirations, 22 to 24 per minute. The brachial systolic blood-pressure is very high; in both arms it measures 240 mm. Hg. The urine (daily quantity about normal) is of low specific gravity (1010) and contains a little albumin; it is clear, pale, slightly acid, and free from sugar, tube casts, blood and pus cells. Blood examination (February 17, 1913) : Hemoglobin, 70 per cent.; red cells, 5,160,000, and white cells, 9,800, to the cubic millimetre of blood. The microscopical examination of blood films and the differential count of the white corpuscles shows nothing abnormal. The blood serum (February 10, 1913) gives a negative Wassermann's reaction for syphilis. The kneejerks are active; the plantar reflexes are of flexor type; the hand grasp is good on both sides, and sensation is normal. At present the right eye shows ophthalmoscopic changes connected with myopia, and with a suitable glass the vision is -a6; the pupil reacts normally to light. In the left eye there has been haemorrhage into the vitreous, and vision is reduced to mere perception of light. The case is interesting from various points of view. In my opinion both the Raynaud's symptoms and the livedo may be regarded as having developed long ago, probably " on a syphilitic basis," although Wassermann's reaction for syphilis is now negative. The congestive influence of the mitral stenosis on the circulation doubtless favours both the livedo and the Raynaud's phenomena. A certain amount of arterio-sclerosis and chronic interstitial nephritis are almost certainly present, and are possibly also connected with old syphilis.
The early symptoms in the left eye, especially the attacks of temnporary amblyopia, were probably in part due to retinal angiospasm, and allied to the Raynaud's phenomena, which were likewise best marked on the left side, notably in the left foot.
In the case of a man, aged 59, with Raynaud's phenomena, observed by Raynaud himself,' partial loss of vision followed the attacks of local asphyxia in the extremities. During such attacks of lividity in the extremities, when vision was at its best, the branches of the retinal artery showed partial constrictions. L. E. Stevenson2 described the case of a woman, aged 25, with Raynaud's disease leading to gangrene of the toes. She suffered likewise from recurrent attacks of temporary complete or partial loss of vision, which Stevenson supposed to be due to spasm of retinal arteries. G extremities was most pronounced. Weiss' has recently observed the case of a man, aged 54, who is occasionally subject to angiospastic attacks in the left hand. The most interesting feature of the case is the occurrence of transitory attacks of amaurosis, during which angiospastic phenomena have been watched, by ophthalmoscopic examination, in the right eye. The retinal arteries, and then the veins, were seen to empty themselves, so that the vessels came to look like yellowish-white threads. After half an hour the vessels began to refill, at first the small cilio-retinal vessels, then the veins, and then gradually the larger arteries. At the height of the attack there was amaurosis, and the central scotoma remained for half an hour after the ophthalmoscopic picture had become normal again. Several cases of temporary angiospastic amaurosis have been recorded in which the retinal angiospasm was apparently not known to be associated with Raynaud's symptoms in the extremities; in some of them angiospastic phenome'na in the retinal arteries were observed by ophthalmoscopic examination. Hans Curschmann2 narrated the case of a woman, aged 43, who suffered from attacks of angina pectoris, and had temporary right-sided amaurosis, probably due to retinal angiospasm. It must be remembered, however, that some attacks of transient amblyopia in patients subject to angiospastic phenomena in the extremities may be due to temporary circulatory conditions in the brain and not to peripheral intra-ocular causes.3 With these cases may perhaps be compared that of a woman, aged 51, suffering from well-marked Raynaud's phenomena in the hands, and also from vasomotor aural (labyrinthine) disturbances.4 One might likewise here call to mind that ocular attacks of a different nature to those already mentioned may occur in subjects of Raynaud's phenomena. Thus, M. Weiss,5 of Prague, recorded a case characterized by intermittent Raynaud's manifestations, and attacks of certain ocular symptoms, which he referred to the cervical sympathetic nerve and which alternated with some of the vasomotor attacks in the extremities.
In regard to the livedo in the present case, I would again mention that the mottled skin does not react in the exact way described by Ehrmann in his cases of syphilitic livedo or "livedo racemosa."' Yet I suspect that the differences are somewhat arbitrary (chiefly a matter of degree), and that really the livedo in Ehrmann's cases2 is allied both to the livedo reticulata 'in the present case, and to the remarkable reticulata occasionally met with in young persons on the extensor surfaces of the upper extremities (especially of the forearms, near the wrists) and on the thighs (near the knees), probably of congenital or developmental origin. The localization is important from a diagnostic point of view. Thus, in a young woman, if cervical ribs are present, patches of livedo reticulata on the forearms may be attributed to the presence of the cervical ribs, but if similar patches of reticular livedo are found near the knees, it becomes very unlikely that those on the forearms are caused by the cervical ribs. The localization alone is sufficient to distinguish the reticular livedo in the cases to which I have alluded from the reticular "erythema ab igne" (erythema figuratum ab igne) and pigmentation over the shins, due to sitting in front of a fire, and from the similar reticular " erythema a calore," and pigmentation due to the prolonged or habitual application of hot fomentations or india-rubber hot-water bottles (on account of pain, &c.), for instance, to the back or abdomen.
In this connexion it should also be remembered that chronic venous obstruction of any kind may favour or cause the appearance of a local livedo reticulata. Thus, heart disease (especially mitral stenosis), with imperfect compensation, may favour the development of widespread livedo reticulata (this subject I have discussed elsewhere), and chronic obstruction, from any cause, in the great veins leading from the upper extremities, may be associated with reticular livedo and reticular pigmentation in the forearms.
Livedo reticulata, which sometimes very much resembles postmortenm mottling in appearance, though a good deal has been written about it, is, nevertheless, not generally well known. It varies greatly in degree and in extent of distribution. It may be localized so as to form patches (generally symmetrical patches) on the backs of the forearms, about the knees, &c., or it may be widespread, involving not only the extremities, but also the whole of the back and portions of the front I I think it is better to use the term "livedo racemosa" as merely synonymous with "livedo figurata," " livedo annularis," and" livedo reticulata." 2 Ehrmann, loc. cit. See also Karl Schmidt, " Zur Kenntniss des Ehrmannschen Luesphilnomens," Arch. f. Derm. u. Syph., Vienna, 1912, cxiv, p. 191. Dermacttological Section of the trunk. Thus, it may be almost universal in distribution, though in such cases the different parts are not affected to the saime degree, the colour of the livedo, whether red or bluish, being much miiore marked in some parts of the body than in others. I suspect that various forms of livedo reticulata and allied cases have been described under nmany names,' including " purpura annularis telangiectodes" ("telangiectatic annular purpura "), and that possibly some other cases described under the latter name miiay really have been examples of Hutchinson's " infective angioma" (" nwvus-lupus," " serpiginous naevus ").
Dr. ALFRED EDDOWES thought that certain of the symptoms were as likely to be partiallv due to phlebitis as to arteritis. It was very likely, in his opinion, that there was resistance on the vein side, due to endoand peri-phlebitis, a common condition in syphilis.
Dr. PARKES WEBER said, in reply, that there was no doubt about the presence of arterio-sclerosis in this case.
Case of Frambcesiform Syphilide of Palms.
By J. E. R. McDONAGH, F.R.C.S. S. W., A MAN, aged 22, engineer by trade, contracted syphilis in January, 1912. The chancre on the prepuce was followed by an ordinary generalized maculo-papular eruption, which disappeared quickly under treatment with the exception of some lesions on the face and both palms, which became gradually worse. In spite of twenty-eight intramuscular injections of grey oil and calomel, potassium iodide internally, and the local application of mercurial ointments, the lesions which the patient now presents have scarcely altered since their appearance nine months ago. If antisyphilitic treatment is suspended the lesions immediately begin to increase in size. This case is not shown so much for its rarity, but more with the idea of contrasting it with the framboesiform syphilide which nmost commonly affects the scalp, and which responds to treatment so readily. The behaviour to treatment is no doubt regulated by the I Some of the cases referred to by Sir William Osler, in his paper " On Telangiectasis Circumseripta Universalis" (Bull. Johns Hopkins Hosp., Balt., 1907, xviii, p. 401) , may perhaps have belonged to the livedo reticulata group.
